
CLAIM FOR SUPPORT OF CHILDREN
Payable From Family and Children Funds
State Form 28808 (R6 / 11-08) / DCS 0327
Approved by State Board of Accounts, 2008

INDIANA DEPARTMENT OF CHILD SERVICES

1. Vendor Name 2. Tax Identification Number 3. Invoice Number Reserved For Internal Use Only

4. Address (Number and Street, City, State, ZIP Code)
5. Page Number _______________ of _______________ Pages

6. For the Period:

From ____________________________, Year ________ to ____________________________, Year ________
7. Amount of Claim
$

CHILDREN FOR WHOSE SUPPORT AND ALLOWANCES ARE DUE AND PAYABLE DATES OF SERVICE
8. RESOURCE ID 9. PERSON ID 10. CASE NUMBER 11. NAME IN FULL 12.  PO NUMBER 13. BILLING CODE 14. BEGIN 15. END 16. UNIT 17. RATE 18.  TOTAL COST
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Pursuant to the provisions and penalties of Indiana Code 5-1-11-10-1, I hereby certify that the foregoing invoice is just and correct, that the amount claimed is legally due, after allowing all just credits, and that no
part of the same has been paid.

19. Signature of Vendor 20. Vendor E-mail Address 21. Date (Month, Day, Year)



Instructions for Completing a Claim for Support of Children

1. NAME - Legal name of benefit/product provider.

2. TAX IDENTIFICATION NUMBER - The Tax Identification Number associated with the legal name in Section 1. This is your Social Security Number (SSN#).

3. * INVOICE NUMBER - Control number assigned by the provider for internal record management. (This should be a unique # to your business. If you do not use invoice numbers -  leave this
field blank and Central Office/Kid Traks will assign a unique number.)

4. ADDRESS - Address in which payment should be remitted. (This information should match the W-9/DD form on file.)

5. PAGE NUMBER - Outlines the current page number as well as the total number of pages included in the Claim.

6. FOR THE PERIOD - The start and stop date of the month being billed on the Claim. (ie: January services would be: From  January 1, 2009 to January 31, 2009).  The Claim period  should not be
confused with the Dates of Service (Sections 14 and 15) since providers may list multiple children/PO Numbers with different dates of service during the Claim period.

7. AMOUNT OF CLAIM - The cumulative sum of the Total Cost section (the total dollar amount of Column 18).  (This is the total cost for all children - for all the days in care.)

8. RESOURCE ID - The Resource Identification Number assigned by the Department of Child Services for the provider rendering the benefit/product.  (This information will be on the  Vendor
Resource summary that you receive.)

9. PERSON ID - The Identification Number assigned by the Department of Child Services for the child in whom the benefit/product was rendered. (This info. will be on the Vendor  Resource
Summary for current children or on the Referral for Child Welfare services for new children [Personal ICWIS ID#]).

10. CASE NUMBER - The Identification Number of the case assigned by the Department of Child Services. (This information will be on the vendor Resource summary for current
children (Case ID) or the Referral for Child Welfare Services for new children [ICWIS Case No.])

11. NAME IN FULL - Name of child in whom the benefit/product was rendered.  (This can only be one name.)

12. * PO NUMBER - At this time, leave this field blank.  This field is only required for CONTRACTED PROVIDERS. This is the Purchase Order number assigned by the Department of
Administration for the specific benefit/product provided.  (In the future if you provide a contracted service, you will receive information indicating the PO # assigned to your contract
that will be used in the invoice process.)

13. BILLING CODE - Description of the benefit/product provided.  (Enter the billing code 20000.)

14. BEGIN DATE OF SERVICE - Date in which the benefit/product began being rendered by the provider. If the begin date of the benefit is prior to the Claim period, use the period
begin date reflected in Section 6.  (The Begin Date is the date of placement or the 1st day of the month or the date of service being provided.)

15. END OF DATE OF SERVICE - Date in which the benefit/product ceased being rendered by the provider. If the benefit is still being provided at the time of the Claim submission, use
the period end date reflected in Section 6.  (The End Date is the date of removal or the last day of the month or Leave blank if it's not a placement)

16. UNIT - The number of times a benefit/product was rendered during the Claim period. The unit can be measured in hours, days, months or each. (This is the number of days service
was provided or the unit of product or service.)

17. RATE - The amount per unit for which a benefit/product is rendered.  (This is the approved per diem rate which is the cost of service or product.)

18. TOTAL COST - The total amount of the line item by multiplying the number of units and the rate.  (This is the Unit multiplied by the Rate (Unit x Rate=Total Cost).

19. SIGNATURE OF VENDOR - Authorizing signature of agent reporting the Claim.  (This form MUST be signed in order to enable payments.)

20. VENDOR E-MAIL ADDRESS - E-mail address of authorizing agent reporting the Claim.  (Enter this info if available.  E-mail addresses will eventually allow us easily send notices).

21. DATE - Month, Day, Year the agent authorized the Claim.  (The Claim MUST be dated in order to enable payments.)

* = Not Required at this time.


Chuck DeGraff
D:20090209140841- 05'00'
D:20090209140849- 05'00'
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  INDIANA DEPARTMENT OF CHILD SERVICES   
1. Vendor Name
2. Tax Identification Number
3. Invoice Number
Reserved For Internal Use Only
4. Address (Number and Street, City, State, ZIP Code)
5. Page Number _______________ of _______________ Pages
6. For the Period: 
From ____________________________, Year ________ to ____________________________, Year ________ 
7. Amount of Claim 
$
CHILDREN FOR WHOSE SUPPORT AND ALLOWANCES ARE DUE AND PAYABLE 
DATES OF SERVICE 
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9. PERSON ID 
10. CASE NUMBER 
11. NAME IN FULL 
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Pursuant to the provisions and penalties of Indiana Code 5-1-11-10-1, I hereby certify that the foregoing invoice is just and correct, that the amount claimed is legally due, after allowing all just credits, and that no  part of the same has been paid. 
19. Signature of Vendor
20. Vendor E-mail Address
21. Date (Month, Day, Year) 
Instructions for Completing a Claim for Support of Children 
1. 

  NAME - Legal name of benefit/product provider.   
2. 

  TAX IDENTIFICATION NUMBER - The Tax Identification Number associated with the legal name in Section 1. This is your Social Security Number (SSN#).   
3. 

  * INVOICE NUMBER - Control number assigned by the provider for internal record management. (This should be a unique # to your business. If you do not use invoice numbers -  leave this field blank and Central Office/Kid Traks will assign a unique number.)   
4. 

  ADDRESS - Address in which payment should be remitted. (This information should match the W-9/DD form on file.)   
5. 

  PAGE NUMBER - Outlines the current page number as well as the total number of pages included in the Claim.   
6. 

  FOR THE PERIOD - The start and stop date of the month being billed on the Claim. (ie: January services would be: From  January 1, 2009 to January 31, 2009).  The Claim period  should not be confused with the Dates of Service (Sections 14 and 15) since providers may list multiple children/PO Numbers with different dates of service during the Claim period.   
7. 

  AMOUNT OF CLAIM - The cumulative sum of the Total Cost section (the total dollar amount of Column 18).  (This is the total cost for all children - for all the days in care.)   
8. 

  RESOURCE ID - The Resource Identification Number assigned by the Department of Child Services for the provider rendering the benefit/product.  (This information will be on the  Vendor Resource summary that you receive.)   
9. 

  PERSON ID - The Identification Number assigned by the Department of Child Services for the child in whom the benefit/product was rendered. (This info. will be on the Vendor  Resource Summary for current children or on the Referral for Child Welfare services for new children [Personal ICWIS ID#]).   

  10.  CASE NUMBER - The Identification Number of the case assigned by the Department of Child Services. (This information will be on the vendor Resource summary for current   
children (Case ID) or the Referral for Child Welfare Services for new children [ICWIS Case No.]) 

  11.  NAME IN FULL - Name of child in whom the benefit/product was rendered.  (This can only be one name.)   

  12.  * PO NUMBER - At this time, leave this field blank.  This field is only required for CONTRACTED PROVIDERS. This is the Purchase Order number assigned by the Department of   
Administration for the specific benefit/product provided.  (In the future if you provide a contracted service, you will receive information indicating the PO # assigned to your contract  that will be used in the invoice process.) 

  13.  BILLING CODE - Description of the benefit/product provided.  (Enter the billing code 20000.)   

  14.  BEGIN DATE OF SERVICE - Date in which the benefit/product began being rendered by the provider. If the begin date of the benefit is prior to the Claim period, use the period   
begin date reflected in Section 6.  (The Begin Date is the date of placement or the 1
st
 day of the month or the date of service being provided.) 

  15.  END OF DATE OF SERVICE - Date in which the benefit/product ceased being rendered by the provider. If the benefit is still being provided at the time of the Claim submission, use   
the period end date reflected in Section 6.  (The End Date is the date of removal or the last day of the month or Leave blank if it's not a placement) 

  16.  UNIT - The number of times a benefit/product was rendered during the Claim period. The unit can be measured in hours, days, months or each. (This is the number of days service   
was provided or the unit of product or service.) 

  17.  RATE - The amount per unit for which a benefit/product is rendered.  (This is the approved per diem rate which is the cost of service or product.)   

  18.  TOTAL COST - The total amount of the line item by multiplying the number of units and the rate.  (This is the Unit multiplied by the Rate (Unit x Rate=Total Cost).   

  19.  SIGNATURE OF VENDOR - Authorizing signature of agent reporting the Claim.  (This form MUST be signed in order to enable payments.)   

  20.  VENDOR E-MAIL ADDRESS - E-mail address of authorizing agent reporting the Claim.  (Enter this info if available.  E-mail addresses will eventually allow us easily send notices).   

  21.  DATE - Month, Day, Year the agent authorized the Claim.  (The Claim MUST be dated in order to enable payments.)   
* = Not Required at this time.   
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